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J^A An Office Strategy 
for Nutrition-Related 
Patient Education and 
Compliance 



Nutrition in Primary Care 



Introduction As a physician, you are involved in the totality of health care of individu- 

als. This totality includes not only treating illness and other problems as 
they arisp but also advising patients of ways to prevent illness and main- 
tain health. Health maintenance is estimated to take as much as 20% of a 
family physician's time.^ 

You and your staff are faced not only with the challenge of providing 
sound nutritional information to patien*^-^ but also of motivating these pa- 
tients to incorporate this information into their lifestyles. The success of 
any treatment plan usually requires the patient to make some type of 
behavioral change ranging from following simple instructions to making 
major lifestyle adjustments. This places a tremendous demand on the pa- 
tient to a&similate new information and frequently change well- 
established behaviors. As the patient's physician, you find yourself in the 
role of nu*^ritional counselor, educator, and motivator — roles for which 
you may feel unprepared. 

This module describes some gen:j:ral counseling and educational skills 
and techniques that can be useful to you and your staff for promoting 
beha-^oral changes in patients. The focus is on nutritional care, but these 
principles are applicable to all aspects of health care. The module also 
pro /ides an "Office Procedure Model" for delivering nutritional care in 
the office setting that utiHzes common resources available to you. 

The information presented in this module should be read and reflected 
upon in terms of how it could be implemented by you in your own prac- 
tice. The module is not a fingertip resource, as are many of the others. Be- 
cause you do not have the time nor tlie depth of education that clinical di- 
etitians have to counsel patients on nutrition, dietary modifications, and 
foods, we wish to encourage you to avail yourself of the suggestions 
made in this module and to acquaint yourself with a clinical dietitian '^o 
whom referral of patients should be made when necessary. 
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Goals 



Have you ever 



. . . realized that nutrition is an important component of patient care but felt 
insecure when discussing it with your patients? 

. . . had an obese patient who you felt mvst lose 50 pounds or more to im- 
prove health status, but you did not know how to go about motivating the pa- 
tient? 

. . . felt that your patients did not always ''open up to you' when discussing 
their nutritional problems? 

. . . recognized the importance of effective patient education both for the suc- 
cess of the treatment plan and for health maintenance but you did not t'ow 
haw to incorporate an educational program into your busy practice? 

. . . discovered that you need concise, up-to-date nutrition information and 
handouts but did not know how or where to get them? 

. . . had a patient requiring in-depth nutritional assessment and education 
but did not know where or haiv to obtain the services of a registered clinical di- 
etitian? 



If these situations describe some problems you have faced in providing nutritional 
counseling to patients, then you should find the information in this module 
useful. As a result of this unit of study, you should be able to: 

1. Identify a "patient-type" with whom an appeal to "reason might be an 
effective behavioral change motivator; 

2. Identify two techniques you might employ in order to improve your patient 
counseling skills; 

3. Discuss "^ne approach that might be effective in motivating a "recalcitrant" 
patient to follow health care recommendations; 

4. When given a cuse description of a patient with a nutritional problem, outline 
how you would counsel the patient, utilizing the five stages of nutritional 
counseling; 

5. Formulate long-term and short-term goals for a patient who needs to make 
lifelong adjustments in eating behavior; and 

6. Plan your office space and staff responsibilities in a way that would facilitate 
the provision of nutritional information to patients. 

O 2 
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Counselor ''Helping" 
Qiaracteristics 



Several helper characteristics are useful 
in developing relationships with pa- 
tients and promoting behavioral 
changes. Ir patients perceive you as an 
expert in your field, trustworthy, and 
attractive or compatible in beliefs and 
attitudes, they will be more likely to lis- 
ten to the health message and attempt to 
follow recommendations. 



Research in counseling psychology has indi- 
cated that certain "helper" characte/istics can 
greatly enhance the effectiveness of physicians as 
promoters of behavioral change in patients. If pa- 
tients perceive you as being an expert in your field, 
trustmrlhy, dind attractive or compatible in beliefs 
and attitudes, they will be ipore likely to listen to 
the message being given and attempt to follow rec- 
ommendations than if these characterisHcs were 
not projected.'^ 

Expertness 

Most patients perceive you to be an expert with 
regard to medical knowledge and skills. Appropri- 
ately displayed diplomas, certificates, medical 
texts and journals; the use of technical medical 
equipment; the traditional white lab-coat attire; 
along with the popularized adage that "doctor 
knows best" — all enhance your image as an 
expert. This trait may often be successfully max- 
imized by you to promote patient cooperation. 
However, if it is present but trustworthiness and 
attractiveness are not present, the "expert" role 
can create an unnatural barrier between you and 
the patient, closing all avenues of useful commu- 
nication. This can result in either a hostile patient 
who refuses tc comply with recommendation^ or 
a totally dependent patient who is unable to make 
meaningful decisions without your help. Neither 
is desirable. 

in the area of nutrition and patient counseling, 
you may not be perceived by the patient as an ex- 
pert. In this case, you need to take some steps 
to enhance this quality. Some suggestions for en- 
hancing nutritional expertise are: 



1. Develop a strong knowledge base through 
readings, seminars, and conferences in the 
area of nutrition. 

2. Prepare for each patient interaction; review 
the chart and ascertam the patient's nutrition- 
al status and the patient's nutritional prob- 
lems. 

3. When interacting with your patient, listen at- 
tentively to his concerns, look directly at him, 
touch him, and ask appropriate questions. 

4. If you are not knowledgable in the area under 
discussion, admit it and refer the patient to an 
a-:>propriate "expert," such as a registered 
clinical dietitian. This not only enhances your 
own expert image but also that of the person to 
whom you are referring the patient. As you 
know, the quality of "expertness," although 
very useful, alone is not sufficient to promote 
patient behavioral change. 

Trustworthiness 

A trustworthy person considers and respects 
another person's needs and feelings. The opmions 
and information you offer are believe'*^ by the 
patient to be for his benefit, rather than for selfish 
purposes. A sense of trust in you by patients may 
come from your reputation among patients for 
being trustworthy, from holdmg a professional 
degree, title, and position believed to denote trust- 
worthiness, or from the content and manner of 
your communication.^ Some ways you can en- 
hance your trustworthiness are: 

1. 6e candid with patients regardi.ig their medi- 
cal problems, treatment, fees, and other im- 
portant concerns. 

2. Assure patients of the confidentiality of infor- 
mation discussed, and explain any limits to 
confidentiality. The design of office space can 
do much lO enhance or reduce patients' feel- 
ings that confidentiality is being maintained. 

3. Provide direct and understandable responses 
to patients' inquiries rather than couching 
them in complicated medical jargon. 

4. Project a trustworthy manner by speaking sin- 
cerely and directly to the patient, leaning to- 
ward the patient, and using open hand and 
arm gestures. 

5. Never discuss another patient by name with 
the patient in your presence. 
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If you can successfully develop and maintain 
the patient's trust, you can be highly effective in 
obtaining the patient's cooperation with health 
recommendations and suggested behavioral 
changes. 

Attractiveness 

The third helping characteristic that can en- 
hance your effectiveness as a change agent is at- 
tractiveness. Attractive persons are those toward 
whom others feel similarity, liking, or compatibili- 
ty. They do not talk "up" or "down" toothers. The 
content and manner of their communication indi- 
cates a commonality and an understanding of the 
beliefs and attitudes of the person with whom 
they are communicating.^ 

It is unreasonable to expect you to have beliefs 
and attitudes similar ioall patients. However, you 
can take steps to enhance this quality, if lacking, in 
your relationships with patients. Some helpful ex- 
amples in enhancing this quality include: 

1 Greet patients warmly, shake hands, and 
make sure they are comfortable, ?nd try not to 
keep them waiting in a cold examining room 
too long. 

2. Find some area of common interest to com- 
ment on such as a hobby, sport, movie recent- 
ly seen, similar value or concern — anything 
that would indicate to patients that there 
is some common ground between you and 
them. 

3. Praise patients when appropriate, such as for 
weight lost, adhering to a drug protocol, or 
asking good questions. 

4. Talk to patients on their level; give instrucrions 
and explanations using understandable lan- 
guage. Do not assume anything! On the other 
hand, do not make patients feel as if they are 
children. Become familiar with educational 
backgrounds and approach them at the appro- 
priate level. This may require several interac- 
tions and a good deal of sensitivity to patients' 
verbal and nonverbal communications. 

The qualities of expertness, trustworthiness, 
and attractiveness can increase your degree of in- 
fluence with patients. However, these qualities 
alone do not ensure patient ^ -^operation. The fol- 
lowing section provides an outline of the general 
stages of patient counseling that you can use as a 



guide for patient counseling endeavors m ordor to 
foster patient cooperation. 

Stages of Nutritional Counseling 

The patient counseling process consists of five 
identifiable but overlapping stages. 



The patient nutritional counseling proc- 
ess begins by developing a relationship 
with the patient to ensure his trust and 
cooperation. This facilitates the accurate 
collection of intormation through the 
medical exam and nulritional history 
that is necessary to develop suitable 
goalSf objectives^ and a nutritional care 
plan with the patient. 



1. Develop a helping relationship with the patient. 

Although this stage is continually developing 
throughout the duration of the physician/patient 
involvement, the first interaction with the patient 
is critical because at this time the direction of the 
helping process is established. The helper charac- 
teristics discussed earlier — expertness, trustwor- 
thiness, and attractiveness — should be commu- 
nicated to the patient. You should make patients 
feel comfortable, show interest in their problems 
and concerns, reveal some compatibility in values, 
and express liking and caring for them. Patients 
should be encouraged to participate in the inter- 
view and becom.f, involved in their own health 
care. You need to understand the patients' motiva- 
tions for seeking help and be sensitive to their 
value systems before trying to suggest changes in 
their behavior and lifestyles. 

2. Collect and analyze information. 

Data collection and analysis provide the basis 
for the development of the nutritional care plan 
and are on-going processes. Areas of data collec- 
tion important for planning and implemenHng a 
successful nutritional program ior a patient in- 
clude the following: 

a. A thorough medical history, nutritional his- 
tory, and physical exam (see Module 2 on 
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5 



appraisal of nutritional status for nutri- 
tional assessment criteria essential to col- 
lect before planning a nutritional care 
plan). 

b. Diet history: When nutritional assessment 
and dietary alterations are required, a de- 
tailed record of Ihe'patient's usual eating 
patterns is necessary. This information 
can be obtained directly from the patient 
or family using the food diary or 24-hour 
recall methods (refer to Module 2 for ad- 
vantages and disadvantages of, and how 
to collect food intake data from, the 
various method^:). 

c. Family input: Family members can be 
useful in supplementing information 
about the patient. For example, a wife or 
mother may be more aware than her hus- 
band or children of accurate serving sizes 
and ingredients used in food preparation 
which are important in collecting and 
analyzing dietary information. 



Long-term and short-term goals should 
be set by the patient and physician 
which reflect the patient's overall health 
care objectives. Goals should be 
specific, attainable, and measurable so 
that the patient's progress can be as- 
sessed and appropriate goal changes can 
be made. 



3. Develop suitable goals, objectives, and a nutritional 
care yum with the patient. 

This stage requires in-depth patient involve- 
ment before successful change in behaviors can 
occur. You can suggest a variety of methods and 
alternatives for achieving a desirable health objec- 
tive, but it is the patient who ultimately decides 
what course of action is most feasible and suitable. 

A variety of health care objectives can be identi- 
fied. Some common objectives include weight 
loss, reduction in serum cholesterol, reduction in 
blood pressure or attainment of normal blood glu- 
cose levels. 



At this point in the educational process reason- 
able goals, reflecting the overall objective(s), are 
negotiated between you and the patient. Here it is 
that the helping relationship and the assessment 
data, previously obtained, become of primary im- 
portance. Your medical/nutritional goals and the 
patient's personal goals may or may not be con- 
gruent. Compromises may be essential in order to 
achieve some degree of patient cooperation and 
health improvement. The establishment of feasi- 
ble and workable goals is essential in helpii.^ the 
patient to focus on specific, identified problems 
and to comply with these goals. Establishment of 
goals also provides opportunities for positive rein- 
forcement from you as the goals are attained. 

Both long-term goals, which reflect the ultimate 
health care objectives for the patient, and short- 
term goals, which are the steps in the process that 
are met along the way, should be identified. The 
goals should be specific and attainable, and above 
all, measurable so that you and the patient can 
evaluate the patient's progress and reassess and 
rewrite unworkable goals. 

For example, a common health care objective 
for many patients is weight loss for brtter control 
of adult-onset diabetes (as well as the other bene- 
fits of permanent weight loss). Some examples of 
long-term goals for weight control might be: 

a. A weight lo*:s of 25 pounds within a speci- 
fied period of time, such as four months. 

b. Maintenance of the 25 pound weight loss 
for three months, six months, or one year. 
This ensures adequate follow-up of the 
patient. 

c. A permanent measurable change in a par- 
ticular maladaptive eating habit, such as 
eatrtg while watching television or tasting 
while cooking, which may be some of the 
factors contributing to the patient's 
overweightness. 

d. Participation in a regular exercise routine, 
such as jogging two miles a day for three 
days a week as a means of improving mus- 
cle tone. 

Some short-term goals that should be evaluated 
on a weekly or monthly basis might include the 
following: 
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a. The patient will keep a daily food record 
of all foods consumed each day for two 
weeks. The foods will be recorded imme- 
diately after they are eaten. (This will help 
the patient become aware of the toial 
amount of food consumed and particular 
"problem" eating behaviors.) 

b. The patient will eat three meals per day 
rather than only one large meal in the 
evening. 

c The patient will watch only one hour of 
television per evening for one week and 
will not snack while watching television. 

d. The patient will not eat items such as po- 
tato chips, candy, carbonated beverages, 
or any particular "problem food" for one 
month. 

e. The patient will walk one-haK mile three 
days a week for two weeks. 

Goals may vary with each patient and with par- 
ticular eating problems. Be careful not to set too 
many goals at once; two or three at a time may be 
sufficient or all a patient can attain. Make sure all 
members of the patient's family are aware of the 
goals that the patient is striving to achieve. 

It is essential that any nutritional plan be 
adapted closely to the patient's present lifestyle. 
This requires in-depth assessment of the patient's 
daily routine and eating patterns followed by 
careful planning with the patient todevelop a plan 
he can be expected to follow. For any length of 
time, standard "form" diets printed on a few 
sheets of paper are unacceptable. These diets, 
which are often provided by drug companies, con- 
tain rigid meal plans and a list of formidable "do's 
and don'ts." They are often handed to the patient 
by a busy physician with the brief instruction, 
"You need to. . . (lose weight, control your diabe- 
tes, rest your ulcer). Follow this diet and come 
back in one month." Patients are automatically set 
up for failure, which usually follows! 

If you do not feel you have the skills or the time 
to assist the patient in developing a nutritional 
care plan and educating the patient on how to in- 
corporate necessary changes in eating patterns 
into his lifestyle, you should refer the patient to a 
registered clinical dietitian for appropriate coun- 
seling. (See Module 2 for how to obtain the serv- 
ices of a registered dietitian.) 



Implementation of the plan is the next 
sta^e during which time the diet is ex- 
plained to the patient. Questions are 
asked, and the plan is made p/actical 
and relevant to the patient and his 
lifestyle. 



4. Implement the plan. 

Once you and your patient have developed 
long-term and short-term behavioral goals, the 
patient must be assisted in implementing them. 
For example, it is not sufficient to teach a hyper- 
tensive patient the food sources and medications 
high in sodium. After the patient is made aware of 
the fact that he should restrict his sodium intake to 
help control his blood pressure, along with a brief 
explanation of what sodium does and some 
sources of sodium, it would be useful to ask the 
patient what problems he might anticipate in re- 
stricting his intake of sodium. The patient might 
respond that making foods taste good without 
added salt would be a problem, or purchase of 
low-sodium foods would be difficult due to cost. 

You and your patients may want to make a list 
of the patients' anticipated problems; next, en- 
courage them to think through possible solutions 
to the identified problems and help them with 
your own suggestions for solutions. This process 
helps the patient plan ahead tor situations in the 
"real world" that might hamper the most sincere 
effort to follow recommendations. While dis- 
cussing possible solutions to anticipated prob- 
lems, patient education will truly have occurred 
and will likely be practiced. For a patient on a 
sodium-restricteu diet, certain salt substitutes 
could be suggested at this point. In addition, lists 
of alternative seasonings could be provided along 
with low-sodium recipes. Show the patient how to 
read labels on foods so that all sources of sodium 
which can be avoided are observed. Actual prod- 
ucts from the supermarket are very helpful teach- 
ing aids in this regard. 

It is up to you to determine just how much 
information the patient can assimilate at any one 
time. The approach described above makes the 
nutritional plan meaningful to patients and assists 
them in trying to independently manage their 
own diets. Because all contingencies and prob- 
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lems cannot be determined in advance, follow-up 
and reinforcement are essential in any treatment 
plan. 



Continuous evaluation of the goals 
and objectives of the nutritional care 
plan is essential in order to make adjust- 
ments when necessary and provide the 
patient with positive reinforcement 
along the way. 



5. Continuously evaluate the plan. 

Not even the most intelligent and highly moti- 
vated patient is able to follow all aspects of any 
treatment plan after only one physician/patient in- 
teraction. All plans, whether they are drug proto- 
cols or dietary modifications, if they require 
behavioral change, need to be continuously 
reasi>esseu and reinforced. Since the last office 
visit, perhaps additional problems have been en- 
countered. FoUow-up visits are necessary to deal 
with these problems. Do the patients truly under- 
stand the information received? Can they answer 
appropriate questions? These are a tew questions 
that need to be asked during follow-up sessions 
with patients. 

The amoimt and type of follow-up is as varied 
as the patients mtered in practice. The less- 
educated or poorly motivated patient will require 
more interactions than the intelligent, highly mo- 
tivated patient. Patients who are asked to make 
drastic changes in their lifestyles will need much 
more support than those making modest altera- 
tions. The newly diagnosed diabetic may need 
several weeks to accept the act that he has diabe- 
tes before meaningful patient education and be- 
havioral changes can take place. Information 
about health and illness is meaninglesi>, unless pa- 
tients are ready to receive and act upon the infor- 
mation. . 

Evaluation should take place throughout the 
educational process. Changes in medical status, 
patient situations, and patient attitudes require 
continual re-evaluation of goals and plans. Know- 
ing just how much information to give at the ap- 
propriate time is difficult. The patient is almost 
always the best indicator of when to provide addi- 
tional information. Information should be given as 



the patient expresses a need. However, this is not 
always practiral or possible. The following section 
includes sorie methods available for assisting pa- 
tients in becoming aware of their health care needs 
and enhancing their willingness to change. 

Motivating the Patient 

Motivating factors for behavioral change 
vary with each patient. Some respond to 
fear of their illness and its conse- 
quences, others to the reasonable 
benefit of making a desired behavioral 
change. Some patients make changes be- 
cause of respect for the physician z.nd a 
trust that "he knows best/' Many re- 
spond to a combination of these 
motivating factors. 

Patients come to you with varying attitudes to- 
ward health care. These attitudes are often in con- 
flict with those you hold to be acceptable. In order 
to promote "good" health with patients, you are 
often concerned with changing such behaviors as 
food and drug consumption, smoking, and phys- 
ical exercise. Attitudes and behavit. rs are closely 
aligned, although there is some disagreement as 
to which should change first, the behavior or the 
attitude. Nevertheless, you are in the business of 
changing attitudes toward health care. How Con 
you do this with the wide variety of patients and 
attitudes with which you are confronted daily? 

Assess Present Attitudes 

Give patients opportunities to expr -s their 
feelings about their needs and abilities to make 
recommended behavioral changes. This requires 
both careful questioning and listennii^ within a cli- 
mate conducive to open discussion. Do not allow 
patients to tell you what you ica)it io hear, but rath- 
er how they really feel. When these feelings are in 
the open, you can then decide on what method or 
methods you will use to convince patients that a 
change is needed and to htip them find an accept- 
able way of doing so. Since patients must perceive 
a need in order to make a recommended change in 
benavior, appeals can be maJe through one or a 
combination of approaches, fear, reason, and trust 
are three such motivating approaches. 
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1. Fear 

Many people seek health care initially out of 
fear — fear of discomfort, illness, or death. Fear 
can be a powerful motivator for attitudinal and 
behavioral change, especially if the precipitating 
problem is immediate, such as the heart attack vic- 
tim for whom quitting smoking, losii:g weight, 
and eliminating salt from the diet are important 
treatments. Historically, health professionals have 
relied heavily upon fear as a motivator for induc- 
ing behavioral changes. The anti-smoking cam- 
paign is an example of fear-motivating propagan- 
da. 

Physicians often try to convince patients to 
make behavioral changes by emphasizing the neg- 
ative consequences of their actions. This can be 
useful to a degree, but as the problem becomes 
less immediate, fear decreases as a strongly moti- 
vating factor. 

Another example of a patient in whom fear may 
motivate behavioral change is the out-of-control 
diabetic. Describing to the out-of-control diabetic 
the consequences of not taking insulin on sched- 
ule or of not eating regular meals might motivate 
him to change his behavior. Fear is less likely to 
motivate changing a present behavior it the conse- 
quences are likely to occur years in the future. For 
example, warning the heavy drinker of the possi- 
bility of developing liver disease, the smoker of 
lung cancer, or the hypercholesterolemic adoles- 
cent of atherosclerosis when he becomes 55 years 
old frequently has littK impact. Other motivators 
need to be found for these cases. You should use 
fear/threat arguments with care. Although pa- 
tients should be made aware of the consequeiices 
of their actions, greater emphasis on the positive 
aspects of desired behavioral pattern > rather than 
the negative effects of prolonging undesirable pat- 
terns is more likely to notivate them toward long- 
term behavioral changes. 



2. Reason 

In some instances, and particularly with certain 
patient types, information abc it, reasons for, and 
the benefits of a desired behavioral change (such 
as health and well-being, appearance, decreased 
need for maintenance medication, and longevity) 



are sufficient to motival^ patients. This informa- 
tion should be given to all patients; however, an 
appeal solely to reason is most likely to 
be effective with the "independent patient type,/' 
one who is already self-motivated. Such patients 
usually have positive health care values. When 
presented with a problem and the resources avail- 
able to help solve the problem, they will seek an 
appropriate solution. Such patients usually re- 
quire an unstructured learning situation and v/ill 
ask many questions and independently seek infor- 
mation. You can best help these pr^tients by logi- 
cally presenting information and alternatives and 
by di^^^ting the patient to appropriate resources 
(such as readings, community resources, and oth- 
er "experts"). An open, straightforward approach 
with independent patients will develop their trust 
and maintain their interest in solving health care 
problems. 



3. Trust 

Trust between you and your patient is neces- 
sa* V nji any degree of attitudinal and behavioral 
change. Methods of developing trust were dis- 
cussed previously. In certain situations, trust 
must be relied on solely to motivate the patient to- 
ward a desired health care goal. This is especially 
true with the "dependent patient type." Such pa- 
tients want to be specifically told what to do and 
generally believe "the doctor knows best." They 
generally require a highly structured learning situ- 
ation with specific instructions from you. Al- 
though this may appear to be an ideal situation for 
patient cooperation, blind trust in the physician 
can backfire when things do not work out as pre- 
dicted. 

When results do not occur as predicted, a de- 
creased confidence in the physician and possible 
hostility toward future recommendations may be 
felt by patients. Efforts should be made to foster 
some degree of independence in patients by pre- 
senting alternatives and having the patients set 
their own goals for desired behavioral changes. 
When patients are encouraged to set their own 
goals, however, you must respect their right to 
make decisions which might be contrary to your 
goals and which might enhance risks that you in- 
structed them to avoid. 
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Enhancing and Maintaining the 
Climate for Attitudinal and 
Behavioral Change 

Once patients have recognized a need for 
changing their behavior, they will need assistance 
in maintaining the motivation to change. For ex- 
ample, many dieters begin their weight loss at- 
tempts with enthusiasm and confidence, only to 
become discouraged along the way. How can you 
help these patients incorporate the necessary 
changes into their lifestyles on a permaueut basis? 
Changing attitudes and behavior is a difficult task, 
especially with legard to eating habits which are 
developed from birth and strongly tied into social 
^nd emotional factors. 



Behavioral programs can be useful in 
helping the patient meet health-related 
objectives. Such programs stress indi- 
vidual patient responsibility for his ac- 
tions. The identification of short-term 
and long-term goals and adequate as- 
sessment by the health care team of the 
patient's needs, abilities, and progress 
toward desired goals are other essential 
components in behavioral programs. 



In recent years, the behavioral sciences have 
made progress in dev^eloping techniques for both 
changing human behavior and ensuring perma- 
nent change in eating behaviors. It is not within 
the scope of this module to describe these tech- 
niques and programs in depth, but a short de- 
scription and discussion of behavioral modifica- 
tion techniques ^ ^r weight loss is mcluded in this 
section. Some excellent references aie included in 
the Resources for the Physician and the Patient at 
the end of this module which describe various 
behavioral programs for nutritional problems. 
These resources indicate how you can implement 
these programs in your practice. 

Behaviorists believe that the heal la-related hab- 
its of persons must be viewed in the context of 
their environment. This is sometimes referred to 
as the "ABCs," where behavior ("B") is sand- 
wiched between antecedents ("A") and their con- 
sequences ("C"). Antecedents are stimuli which 
cue a behavior, such as a television commercial 



about food or a candy machine. Consequences, on 
the other hand, are stimuli which follow the be- 
havior. They may be positive ("rewards"), nega- 
tive ("punishments"), or neutral. Generally 
speaking, reward is a much more effective strat- 
egy than punishment. This means that your 
feedback on patients' eating behaviors should em- 
phasize what has been done right — no matter 
how small the progress — rather than exercising 
the common tendency to look for and focus on 
failures.*^ 

Behavioral programs have 3 basic elements: 

1. Encouragement of the patient to take respon- 
sibility for his own contribution to behavior 
change. 

2. Identification U short-term and long-term 
goals. 

3. Adequate assessment of patients' needs, abili- 
ties, and progress toward desired goals. 

Behavioral programs focus considerable atten- 
tion upon finding the patients' individual motivat- 
ing factors for achieving their desired goal(s). Such 
individual motivating factors may be physical 
(purchasing a desired object for "good behavior"), 
emotional (encouragement and support from 
family, friends, significant others, and groups), or 
intellectual (positive self-statements). 

Of course, there will be patients for whom the 
best programs and efforts will not be helpful. 
These are the recalcitrant patients, the alcoholic^ 
who v/ill not attempt to stop drinking or the obese 
patients who will not stop overeating. In these 
cases, ycu can make these patients aware of the 
long-term consequences of their behaviors and be 
available in case of a future change in attitude. 
However, you should try to respect patients' 
rights to make decisions about their personal 
health care which you might know are not coPau- 
cive to their good health. 

Behavior Modification Techniques 



The ultimate goal of b havioral therapy 
is to help the patient develop self- 
management sicills that will enable him 
to contiuae with the behavioral changes 
in his own environment for as long as 
necessary. 
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Behavior modification techniques are btlieved 
by most physicians and dietitians to be essential to 
a multidisciplinary program for weight reduction. 
Mou.'e 9 on obesity includes a detailed descrip- 
tion of behavioral modification techniques and in- 
cludes patient handout materials and discussion 
materials you could use with patients. 

Behavior modification techniques are aimed at 
the counselor and patient seeking together to: 

1. Identify patients' hab^is that have contributed 
to overeating. 

2. Identify specific techniques which will change 
these habits. 

Patients should be taught that their eating hab- 
its are a learned response to certain stimuli. For ex- 
ample, people eat because of several stimuli, such 
as the meal hour, the sigh t or smell of food, hunger 
pangs, and several others which are mucii less 
defined or clear-cut. For example, emotional 
stimuli such as boredom, anxiety, depression, and 
many others may be obscure cues to eating. What- 
ever the stimulus, the following pattern occurs: 

Consequence 

Antecedent Behavior (lelievebore- 

(anxiety, hunger) > (eating) „ >dorr . hunger) 

The apprv/ach of behavior m.oditication is to 
identify antecedents^ and find specific alternatives 
othe/ than eating which can effecMvely deal with 
the antecedents. 

According to several authors,** techniques used 
in behavioral therapy to make patients more 
aware of and to restructure their eating habits in- 
clude: 

1. Recording of food intake and activities associ- 
ated with eating. 

2. Identifying behaviors or situations that lead to 
overeating. 

3. Eliminating inappropraie cues to eating. 

4. Slowing the act of eating by such measures as 
putting the fork down between each bite of 
food. 

5. Teaching potienls to solve problems such as 
how to adhere to a diet while eating out at a 
restaurant or dinner party. 

ERIC 



A total weight reduction program includes sev- 
eral components, behavior modification therapy, 
an appropriate weight reduction diet, short-term 
use of anorectic medications, and a physical activ- 
ity program. For an in-depth discussion of all 
these components, including specific behavior 
modification, refer to the Resources for the Physi- 
cian at the end of this module and see Module 9 on 
dietary management in obesity. 

The Physician's Office as a 
Nutrition/Health Care Education 
Center 

The previously discussed counselor character- 
istics, counseling stages, and techniques for moti- 
vating behavioral change can be utilized most 
effectively by you if they are incorporated into a 
defined and planned office procedure for dealing 
with patients' nutritional and other health care 
problems. Following is a suggested model that can 
be adapted to your office, depending on available 
personnel, talents, and resources. Before setting 
up such a system, you need to be aware of the re- 
sources ti^at can be utilized for patient education. 

Physical Resources — Waiting Area, 
Examinine Rooms, Consultation Room, 
Patient Education Room 



The physician's office provides any 
number of areas for patient education. 
These include the reception area, the ex- 
amining room, and the physician con- 
sultation room, A patient education 
room may also be established for con- 
ducting group clr^ies and family 
conferences and providing audiovisual 
aids for patienf education such as mov- 
ies, tape recordings, and additional 
printed materials. 



1. The Waiting Area 

The waiting area could be used easily for pa- 
tient education. It can be especially useful for 
drawing the attention of otherwise uninformed or 
disinterested patients to a variety ot health care 
concerns. This can be done by displaying eye- 
catching posters, pamphlets that can be taken 
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nome by patients, and magazines and books on 
various health-related topics. A special area, such 
as a table along the wall, could be set aside where 
information on a particular health topic could be 
displayed. The topic could change periodically 
and cover such areas as "Diabetes Mellitus," 
"Atherosclerosis/' "Weight Control/' and "Nor- 
mal Nutrition." 

Care should be taken in selecting appropriate 
materials for display. Materials should be carefully 
reviewed by you for the validity of their content. 
Useful materials for patient nutrition education 
can be obtained from a wide variety of resources 
(see Appendix A at the end of this module). 

2. Examining Rooms 

Examining rooms and consultation rooms also 
provide excellent settings for patient education. 
They should be arranged in a manner conducive 
to patient/physician interaction. In the examining 
room, posters displayed on walls give patients the 
opportunity to read, learn new information, and 
ask questions regarding <^cmething that may have 
caught their eye. If time does not allow you to talk 
with patients before the examination room en- 
counter or in an office or consultation room after 
the examination, the time in the examining room 
must be made conducive to both gathering and 
giving information. Use of the examining table pa- 
per to draw pictures, explain concepts (such as 
how sodium "holds in water" and how a low- 
sodium diet will decrease the amount of water in a 
patient's foot) is a practical use of the physical re- 
sources in the examining room. 

3. The Physician Consultation Room 

Your consultation room can be used for any 
prolonged physician/patient interaction and 
should be arranged so that patients feel comforta- 
ble while talking with you. A table and a couple of 
chairs arranged in one area of the office is more 
conducive to conversation than when you sit be- 
hind a desk and pronounce dictums regarding 
health care. 

4. The Patient Education Room 

If space is available, a patient education room 
can be set aside for group classes, movies, and 
other audiovisual aids such as cassette recorders, 
as well as additional printed materials. Family 
conferences can be conducted here, as well as staff 



patient-care conferences on the various treatment 
educational plans for individual patients. Other 
physical resources available for inclusion in the 
patient education room include the following (see 
Appendix A for addresses of nutrition resources 
appropriate for display and use in the patient edu- 
cation room): 

• Printed materials — posters, diagrams, photo- 
grcjphs, drawings, pictures, pamphlets, hand- 
outs, books, magazines, learning modules, pro- 
grammed instruction booklets. 

• Visuals — food models, food containers and 
packages, measuring cups and spoons. 

• Audiovisual — movies, slides, cassette tapes, 
cable television, Dial-a-phone access, teaching 
machines. 

Staff Resources — 
Receptionist, Nurse, Dietitian 

1. The Receptionist 

The receptionist can make arrangements with 
patients for future appointments or classes. While 
patients are waiting to see you, the receptionist 
can distribute patient medical and nutritional his- 
tory questionnaires and instruct them on how to 
complete these forms and estimate portion sizes of 
foods eaten. 

2. The Nurse 

A nurse trained in patient health education is 
an invaluable resource. Nurses can assume many 
teaching responsibilities as well as act as needed 
support persons in providing enct>uragement and 
reinforcement toward written handout informa- 
tion previously discussed with patients. Your 
nurse can keep you informed on the patients' 
progress and problems in dealing with their treat- 
ment plans and can offer suggestions for modifica- 
tions when necessary. The nurse/educator can 
also conduct group classes on the many health 
problems and put patients in contact with commu- 
nity resources dealing with their particular prob- 
lems. 

Appointments may be made with the nurse/ 
educator for patients to monitor progress toward 
achieving short-term goals. When this plan is fol- 
lowed, the goals and parameters for measurement 
should be precise, and there must be an explicit 
understanding between you and the nurse regard- 
ing division of authority and management criteria. 
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A qualified dietitian, as an active mem- 
ber of the family practice team, can as- 
sess the patient's nutritional status, plan 
an appropriate nutritional care program 
with tne patient based upon his lifestyle 
and abilities, educate the patient in the 
intricacies of necessary dietary 
modifications, provide feedback to the 
health care team on the patient's prog- 
ress, and refer the patient to additional 
nutrition resources when necessary. 



3. Dietitian 

A qualified consulting dietitian can provide you 
with innumerable services. The dietitian may be 
employed on a part-time basis by one or several 
physicians and may be available to the patient at 
designated times. Dietitians' background in nutri- 
tion, nutritional assessment, foods, and food 
preparation enables them to do the follow^ing: 

a. Assess the present nutritional status of pa- 
tients based on their dietary intake, an- 
thropometric measures, and biochemical 
parameters. 

b. Evaluate the patients' present lifestyles 
and eating patterns and evaluate their 
abilities to incorporate necessary changes 
into their routines. 

c. Educate patients on various ^ .inciples of 
nutrition and foods, such as optimal nutri- 
tion, and on all aspects of dietary modifi- 
cations, help patients adapt diets to their 
lifestyles; provide reinforcement and en- 
couragement to patients on subsequent 
visits. 

d. Document valuable information concern- 
ing patients' willingness and abilities to 
follow health care "^commendations, as 
well as make recorrnnendations for mod- 
ifying the nutritional care plans to best 
meet their needs. 

e. Teach group nutrition education classes (in 
coordination with classes by other team 
members if appropriate). 

f. Refer patients to nutrition-related commu- 
nity resources. 



There are many persons who claim to be nutri- 
tional experts but who in reality are not. There- 
fore, when requesting the services of a dietitian, 
be sure the peroon holds the title of Registered 
Dietitian (RD). In many statej-, the cost for the 
services of an RD is reimbursable. In other states, 
legislation is slowly being changed allowing for re- 
imbursement when preventive as well as thera- 
peutic nutrition services are rendered by an RD. 

Community Resources 

There are many community resources available 
to you for providing nutritional and other health- 
related information. These include both national 
and local organizations within the public and pri- 
vate sectors of society. 

The local health department (such as the c*-^^te 
or county department of health) as well as 
university-affiliated cooperative extension serv- 
ices are excellent places to inquire for nutrition/ 
food and health-related information. Community 
dietitians ar^ associated with most local diabetes 
associations. Weight Watchers programs, dialysis 
centers, heart associations, nursing homes, eld- 
erly feeding programs, women-infant-children 
feeding programs, adolescent health programs, 
accredited hospitals, and other institutions. Per- 
sons associated with these programs can often 
refer you to other areas for specific information. 

The Office as an 
Educational Center 

Reception Area 

Whether patients are new or not to your prac- 
tice, the receptionist can instruct them to fill out 
patient medical and/or nutritional history forms 
previously designed by you and your staff. Sug- 
gestions should be used which are offered in Mod- 
ule 2. When using these forms, valuable time can 
be saved both by you and by the nutritionist, for 
routine information can be obtained easily this 
way. You, the nurse, and/or the nutritionist 
should briefly review the information with pa- 
tients to fill in information gaps and clarify the 
information given. Another benefit of using the 
form technique is that it enhances patients' in- 
volvement in the process as well as their expect- 
ancy levels for receiving help for their problems. 
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In addition, it might result in receiving more accu- 
rate or truthful information from patients, espe- 
cially with respect to eating habits, since patients 
are not: 

1. Placed in a position of "trying to please" an in- 
terviewer, or 

2. Receiving subtle feedback from an interviewer 
on how they should respond. 

Fxamining Area 

If necessary, further information may be gath- 
ered in the examining room by the nurse before 
the patients see you. During the physician/patient 
interactions, all the traits and principles which 
were discussed earlier should be put into use. Do 
not walk in on an undressed patient and immedi- 
ately begin the physical exam. Meet the patients 
before they disrobe, introduce yourself, shake 
hands, and explain the reason for the exam. Re- 
member that lack of time is not an excuse for 
insensitivity on your part. Physicians and staffs 
who work hard toward building trusting and 
supportive relationships with their patients will 
have greater patient cooperation when it comes to 
following health-related instructions and recom- 
mendations than had a trusting and supporting 
rapport not been built. 

Patient education can be initiated during the ex- 
amining room encounters particularly when it is 
in response to a direct inquiry about health needs 
or problems. You must be careful not to give too 
much information too soon. Patients over- 
whelmed with information are less likely to re- 
member any of it and are reluctant to ask pertinent 
questions. 

If hand-outs are to accompany discussions, 
give them to your patients before discussing them 
so they can listen to your instructions without the 
anxiety of hoping they can remember everything 
you are telling them. 

Physician's Consultation Room 

Patients (such as a new diabetic, an obese pa- 
tient, or a hyperlipidemic patient) who will re- 
quire extensive education should have an in- 
depth interview with the physician and a 
dietitian. All of the previously discussed recom- 
mendations on relationship building and coun- 



seling skills and stages should be put into action at 
this time. You should accomplish 3 things during 
the initial interviev\^: 

1. Define the patients' problems, 

2. Explain the alternatives, and 

3. Set goals. 

What you expect of the patient in future ses- 
sions for education, reinforcement, and assess- 
ment you should clarify at this initial visit. 



Often patients fail to return for 
follow-up of health care for a variety of 
reasons* Some are not ready to accept 
that they have a medical problem or do 
not feel vulnerable to the possibility of 
developing a problem. Some patients 
are overwhelmed with the quantity of 
information on the first visit and feel in- 
capable of following recommendations. 



Patients do not return to their physician, nutri- 
tional counselor, or other health care providers for 
a variety of reasons. Some common reasons in- 
clude: 

1. Patients are not ready emotionally to face med- 
ical problems or make the recommended 
behavioral changes. Perhaps they do not want 
to believe that they have a problem, or they 
may not want to make necessary lifestyle 
changes no matter what the consequences. 
This patient-type is often heard saying, 
"You've got to die of something" or "I'd ra ther 
eat and smoke and be happy than persecute 
myself." Persuasion is usually not successful 
with such patients. They do not feel vulnera- 
ble, and until a serious medical consequence 
occurs, they are unlikely to listen to advice. 
You should seriously inform these patients of 
the consequences of their actions but accept 
their decisions of noncooperation. The health 
care team members should leave the door 
open for a future change of heart, and, with- 
out nagging, remind patients during future 
appointments that their medical problems are 
still of concern to you. 
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2. Patients were so ovenvhelmed with information 
given by an overearnest physician and staff 
that they did not feel capable of either under- 
standing what was said or changing their 
lifestyles as rapidly and drastically as was sug- 
gested. This situation can be avoided by set- 
ting short-term goals, along with allowing pa- 
tients to dictate how much information they 
need and at what time. When patients are set 
up for immediate success, rather than failure, 
positive reinforcement helps them go one step 
further in achieving their long-term goals. For 
example, asking patients to switch from regu- 
lar salt to a salt-substitute for one week may be 
a more reasonable goal than giving them lists 
of high-sodium foods that must be avoided. 
Asking the diabetic to change from regular 
pop to diet pop instead of no pop at all is an- 
other example conducive to fostering compli- 
ance. 

Patient Education Room 

Patients who require in-depth education 
should be referred to a nurse educator who can as- 
sess their ^earning styles and abilities and develop 
educational plans suited to their reeds. If your pa- 
tients' problems require a dietitian, the dietitian 
may also work out of this education room. Re- 
sources in the education room can be utilized de- 
pending upon the patients' needs; group classes, 
family conferences, and follow-up visits can be 
conducted in this room. 

This model is suggested as a guideline for estab- 
lishing a patient nutrition/health care education 
center in your office. Modifications should be 
made depending on the particular needs of your 
medical practice and your available resources. If 
you do not have a consulting clinical dietitian on 
your staff. Module 2 includes suggestions for ob- 
taining such services. 

To avoid unnecessary information overlap and 
provide valuable communication between the 
health care team, weekly patient care conferences 
are recommended for new patients, problem pa- 
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tients, and brief up-dates un regular patients. Tha 
patients' progress, educational goals, and particu- 
lar problems can be discussed at these confer- 
ences; during these conferences, suggestions 
should be offered for modif)ing and improving 
the total patient care program. 

The most important feature of the patient edu- 
cation room is the visibility to your patients that 
you give high priority to their being well- 
informed. The opportunities afforded are limited 
only by the degree of your commitment and inge- 
nuity. As you get more involved in this activity 
and see the benefits from patient feedback, you 
may wish to even produce your own scripts and 
audiotapes in the areas of your special interests. 

Summary 

Because the goal of your practice is optimal 
health care and health maintenance for all patients 
throughout their life, health counseling/education 
must be an integral component of your practice. 
This module has discussed some helping charac- 
teristics, patient education approaches, and be- 
havioral change motivators that can be useful to 
you and every member of your team for promoting 
patient behavior changes consistent with desira- 
ble health care goals. It has also outlined an office 
model that can be used to plan for patient educa- 
tion and provide for the efficient use of the office 
staff. 

It should be emphasi;;ed that the major objec- 
tive of any health education attempt is that the pa- 
tients will take independent and active roles in 
their health care. These patients internalize the 
information given and apply this knowledge to- 
ward coping with future health problems. If the 
concept of an independent patient becomeb the 
focal point of your and your staffs philosophy, 
and if all members cooperate in emphasizing this 
objective, then good health habits will be adopted 
by the patients who seek your medical help. The 
good health habits you teach will be transferred by 
your patients to future generations. 
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Test Your help you become an effective health care counselor and educator, considera- 

Knowledge '^'^ practice of suggested skills and techniques discussed in this module is rec- 

^ ommended. This is especially true for nutritional counseling. Following are 

some recommended activities in which you can participate to improve your nu- 
tritional counseling skills. 

1. Observe a registered clinical dietitian counseling a patient (preferably one of 
your own patients) for a nutritional problem. Listen for the features listed 
below. It is recommended that you observe an initial interview which in- 
cludes taking a diet history from the patient in a counseling session, as well 
as at least one follow-up session. Discuss the interview with the dietitian 
after it is completed to clarify such things as counseling style, patient recep- 
tivity and comprehension, and the dietary plan. 

a. Introductions. Does the dietitian make the patient feel comfortable? A lit- 
tle small talk is always a good icebreaker. 

b. Talking/listening. Who does most of the talking? If the interview is domi- 
nated by the counselor's lecturing and questioning with an occasional 
response from the patient, it will not be productive. Patients should ex- 
press their concerns. Use of open-ended questions as much as possible is 
recommended. These questions require more than a simple yes-no re- 
sponse from patients such as "What do you feel will be the least desira- 
ble aspect of this salt-restricted diet?" and "How do you think you can 
avoid eating 'salt/ snacks while watching television?" 

c. Pauses. Pauses are important in an interview. They give patients time to 
absorb what is being presented and give the counselor a chance to plan a 
strategy based upon the patients' responses. 

d. Counselor characteristics. Listen for comments that might reflect the coun- 
selor's characteristics of expertness, trustworthiness, and attractiveness. 

e. Organization. There should be some plan to the interview, utilizing the 
stages of counseling discussed in this module. Jumping from one topic 
to another without resolving anything leaves patients confused and 
likely to remember nothing. 

f. Patient responses. Listen to how patients respond to the counsel Vs sug- 
gestions. Did the counselor note statements or ignore them? Notice sub- 
tleties and whether or not the counselor noted the patients' verbal and 
nonverbal cues. 

Although taping and reviewing patient interviews is a time-consuming proc- 
ess, it can provide mvaluable feedback of counseling skills and styles and 
help the counselor make appropriate adjustments in order to become a more 
effective educator and counselor. 



2. After several observations of nutritional counseling, conduct an interview 
with one of your patients who needs to make some adjustments in eating 
patterns, such as a patient who should restrict sodium intake because of 
heart failure or hypertension. Tape record the interview (after receiving the 
patient's permission) and review it later. When reviewing the tape, listen for 
the features identified previously. 

3. Complete the following 2 care studies. 
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Care Study #1 

Mr. Atkins is a hypercholesterolemic patient who needs to adhere to a iow- 
cholesterol, low-saturated fat diet in an attempt to lower his serum cholesterol 
level toward the normal range; his current level is 320 mg/dl. Mr. Atkins is 45 
years old, he is employed as an insurance adjustor, and he has never restricted 
his eating patterns in the past. He eats 3 regular meals per day, the noon meal 
being eaten in the company cafeteria. Mr. Atkins regularly uses butter, cream, 
and has eggs four times weekly. He enjoys luncheon meats, baked items, potato 
chips, red meat, and ice cream. He is not much of a "fruit eater" but does like 
most vegetables and salads. Mr. Atkins does not engage in any regular daily ex- 
ercise program but does enjoy a game of golf on the weekends. 

1. List 2 long-term goals and 4 short-term goals you might set with Mr. Atkins 
to help him make appropriate adjustments in his lifestyle. \See the Answers 
section folh .ing these care studies for suggested responses.) 
Lx)ng-term Goals 

1. 

2. 

Short-term Goals 

1. 

2. 

3. 

4. 

2. What problems do you anticipate during your health care program with Mr. 
Atkins, and how do you think you will overcome them? 
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Care Study #2 

Mrs. Rutherford is a 38-year-old homemaker who has recently returned to 
college to fulfill the requirements for her teaching certificate. She is married and 
has 2 high-school-aged children. She is 5 feet 5 inches tall and weighs 165 
pounds. During her first visit to your office two weeks ago, she described symp- 
toms indicative of diabetes mellitus, and a subsequent glucose tolerance test 
confirmed this diagnosis. An oral agent plus weight loss should control her dia- 
betes adequately. Proper diet and exercise may eliminate the future need for 
medications. She now visits you for the second time. You ascertain that she is 
not well-informed about diabetes and its treatment. She appears anxious about 
her disease and expresses a fear of "going blind" from diabetes ji st as her ma- 
tron aunt did several years ago. 

1. Briefly outline an office education procedure that might be useful in helping 
Mrs. Rutherford learn about diabetes and make the necessary lifestyle 
changes to keep her diabetes under control. When done, refer to the follow- 
ing pages and compare your plan with a suggested one. 
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Answers Care Study 1 

1. Suggested goals might include the following; many others are acceptable. 
Long-term Goals 

1. Reduce present s erum cholesterol of 320 mg% by 25% (to 240 mg%) within a 
SIX month period. 

2. Engage in a regular exercise program, such as jogging 2 miles per day, three 
days a week, or walking 3 miles daily, ur swimming 20 laps three times per 
week. (An exercise program such as this must be begun gradually.) 

Short-term Goals 

1 . Reduce egg consumption to no more than 3 eggs per week by replacing eggs 
with cereal and skim milk for breakfast. 

2. Read food labels carefully for cholesterol and saturated fat content. 

3. Keep a food intake record ror one week and circle in red all foods considered 
to be high sources of cholesterol and saturated fats. 

4. Make a list of foods that can be substituted for those circled in the intake 
record that are low in cholesterol and saturated fat.-^. For example: 

High Cholesterol and Substitute Low Cholesterol and 

Saturated Fat in Diet Saturated Fat Foods 

Butter Polyunsaturated margarine 

Whole milk Skim milk 

Steak Chicken (without skin) 

Ice Cream Sherbet 

Roquefort dressing Italian; vinegar and oil 

5. Take lunch to work from home on days when the cafeteria does not offer 
"low cholesterol" items. Check menu ahead of time. 

6. a. Mr. Atkins's job as an insurance adjustor will pose problems in changing 

eating patterns. He can be expected to travel frequently and to have no 
set work or eating schedule. His job may be highly mentally stressful. 

b. Mr. Atkins has never restricted his eating patterns in the past; therefore 
following a restricted eating regimen demands an eating discipline 
which he will need to learn. 

c. Obtaining cholesterol and fat restricted foods in the company cafeteria at 
noon may be a problem. You should stress that he choose broiled or 
baked low-fat meats and skimmed milk and dairy products. Mr. Atkins 
should be told to omit butter, cream, potato chips and ice cream from his 
diet and to limit egg consumption to three eggs per week icourage 
Mr. Atkins to continue eating vegetables and salads and to include at 
lea^t one citrus fruit daily in his diet. He may be able to purchase low-fat 
prepared foods at the cafeteria if the cafeteria operation is small enough 
to allow for individualized food preparation. 

d. Since Mr. Atkins does not engage in a regular daily exercise program but 
does enjoy a game of golf on the weekends, encourage him to continue 
his golf playing and to begin a regular exercise program if medically ad- 
visable. 
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Care Study 2 

The information included throughout this module will help you answer this 
question. Be creative! Patients learn well and remember when creative methods 
of teaching are used. Although there is no one correct answer to this question, a 
sample answer follows: 

1.- On this office visit you might: 

a. Develop an expert,, trusting, and attractive rapport with Mrs. Ruther- 
ford. Acknowledge her anxiety about her disease and her fear of going 
blind. Reassure her of medical advances since her aunt's experience with 
diabetes several years ago. 

b. Discuss diabetes mellitus. 
What is it? 

What causes it? 
How is it treated? 
Is it curable? 

Why are weekly medical care follow-up vis»*s important? 

c. Discuss the oral hypoglycemic agent you have prescribed. 
What is it? 

What will it do? 
When should she take it? 
c. Ascertain Mrs. Ruthertord's typical eating patterns. Ask her to keep a 
one-week food record, recording time of eating, what she ate, amount of 
each item eaten, how she felt, and what she did while eating. Request 
that she bring the one-week food record to the follow-up visit planned 
for the next week. 

e. Reassure Mrs. Rutherford; emphasize that she will be able to control her 
disorder well with medication and diet and will be able to lead a normal, 
well-integrated life. 



2. On subsequent follow-up visits: 

a. Determine Mrs. Rutherford's health goals and reconcile the patient's 
goals and your medical goals if necessary. 

b. Review her one-week food record and plan an appropriate diet with 
meal spacing recommendations and sample menus which are individu- 
alized for her. (Use guidelines for assessing kilocalorie intake and devel- 
oping the nutritional care plan as described in Modules 9 and 10 on 
obesity and diabetes.) 

c. Set long-tenn and sh( -term goals. At all subsequent visits, evaluate 
the nutritional care plan and long-term and rt-term j>o. 's. 

d. Discuss behavior modification therapy. (U andouts ana recommen- 
datio'^s for discussing behavior modificatioii techniques included in 
Module 9.) 

e. Prescribe an anoiectic drug if you feel it is medically appropriate, and 
discus? its use with the patient. 

f. Discuss the need for a regular exercise program. Determine what sports 
or activities should constitute Mrs. Rutherford's program. 

g. Reinforce the need for regular blood sugar checks and daily urine sugar 
checks. 
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h. Determine the factors that are motivating the patient to cooperate or not 
cooperate with the health recommendations. Fncourage Mrs. 
Rutherford to be an accurate observer of the consequences of her own 
actions. 

i. Encourage Mrs. Rutherford to take responsibility for her own health 
program, the diet, long-term goals, and short-term goals. 

j. Provide positive reinforcement often to Mrs. Rutherford. 

k. Consider designing your office space and using your staff in ways that 
would be conducive to evaluating the nutritional care plan, long-term 
goals, and short-term health goals. Fill your office with reading materi- 
als in the waiting room, examining room, physician consultation room, 
and patient education room. Use posters, handouts, and pamphlets 
identified in Appendix A. Use the receptionist to give and explain to th j 
patient the one-week food record. The receptionist can also review the 
record with the patient at the follow-up visit. Use the nurse's skills in ex- 
plaining to Mrs. Rutherfoid how to measure urine sugars daily. Use 
your personal dietitian or consulting dietitian to work with Mrs. Ruther- 
ford to plan, nplement, and evaluate the total nutrition plan. 
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Nutrition Education Resources 

Nutrition and health care resource materials may 
be obtained from the following agencies: 

American Diabetes Association, Inc. 
600 Fifth Avenue 
New York, NY 10020 

American Dietetic Association 
430 North Michigan Avenue 
Chicago, IL 60611 

American Heart Asso'.iation 
44 East 23rd Street 
New York, NY 10010 

American Home . :onomics Association 
2010 Massachusetts Avenue, Northwest 
Washington, DC 20036 

American Medical Association 
535 North Dearborn Street 
Chicago, IL 60610 

Attn: Department of Food and Nutrition 

Arthritis Foundation 

1212 Avenue of the Americas 

New York, NY 10036 

Metropolitan Life Insurance Company 
1 Madison Avenue 
New York, NY 10010 

National Dairy Council 
6300 North River Road 
Rosemont, IL 60018 

National Foundation — March of Dimes 
Box 2000 

White Plains, N\ 10602 



Superintendent of Documents 
U.S. Government Printing Office 
Washington, DC 20402 

U.S. Department of Agriculture 

Consumer Information 

Public Document Distribution Center 

Pueblo, CO 81009 
A catalog of U.S. Department of Agriculture 
publications is available from the Superinten- 
dent of Documents (stock No. 001-003-5)($2.00) 



U.S. Department of Health, Education, 

and Welfare 
Public Health Service 
Health Service Administration 
Office of Maternal and Child Health 
5600 Fisher Lane 
Rockville, MD 20852 



U.S. Department of Health, Education, 

and Welfare 
Food and Drug Administration 
5600 Fishe- Lane HFO-107 
Rockville, MD 20852 



Many of the listed resources have regional chap- 
ters or agencies, so check first for a local listing 
before contacting the national office. State and 
community public health departments, coopera- 
tive extension services associated with state uni- 
versities, departments of home economics, nutri- 
tion, and medical dietetics of local universities, 
and dietetic departments of area hospitals or other 
health care facilities are other valuable resources 
fornutrition education, materials, and personnel. 
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Some Abbrevations Used in the 
Nutrition in Primarj'^ Care Series 



ATP 


adenosine triphosphate 


c 


cup 


cc 


cub'^ centimeter 


CNS 


central nervous system 


FDA 


Food and Drug Administration 


gm 


gram 


IBW 


ideal body weight 


lU 


Interna Monal Units 


kcal 


kilocalorie 




kilogram 


lb 


pound 


Ig 


large 


MCV 


mean corpuscular volume 


MDR 


minimum daily requirement 


med 


medium 


niEq 


milliequivalent 


mg 


milligram 


MJ 


megajoule 


ml 


milliliter 


oz 


ounce 


RDA 


Recommended Dietary Allowances 


RE 


retinol equivalents 


si 


slice 


sm 


small 


Tbsp 


Tablespoon 


TPN 


totil parenteral nutrition 


tsp 


teaspoon 


USDA 


United States Department of Agricultu 
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